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Although involvement of the myocardium in polymyositis has been recorded (Garcin et al., 1955) , cardiac involvement is a relatively uncommon accompaniment in this condition (Hill and Barrows, 1968) . The association of complete heart block and polymyositis is exceptional, and we wish to record such an event occurring in a patient four years after the onset of muscle pain and weakness.
Case report A man aged 37 years first developed pain and stiffness in both thighs in 1973. This was followed by effusion in the right knee joint. Examination on admission to hospital revealed pronounced muscle wasting in both thighs. The latex test for rheumatoid arthritis, ASO titre, WR and VDRL, ESR, serum calcium and phosphate, alkaline phosphatase, protein electrophoresis, and thyroid scan were all negative, as was radiological examination of the spine and both knees. Subsequently the creatinine kinase (CK) was found to be increased at 644 mIU/I (normal < 50 mIU/l), and muscle biopsy showed foci of muscle fibre necrosis and regeneration, associated with patchy interstitial chronic inflammatory infiltrate. The appearances were consistent with polymyositis, and treatment was instituted with prednisolone, starting with 100 mg daily and reducing to 20 mg daily as maintenance. His condition over the next four years alternated between remissions and relapses necessitating temporary increases in the dosage of corticosteroids. The CK remained persistently high in the range 644 to 5400 mIU/l and the aldolase was greater than 60 mIU/l (normal < 50 mIU/l). 
Discussion
Various complications may ensue during the course of polymyositis, including ophthalmoplegia, interstitial pulmonary fibrosis, renal failure, and carcinoma of colon (Vukotic and Bozovic, 1975) . Cardiac involvement, however, is uncommon (Babka and Pepine, 1973) . These authors reported the development of a hyperkinetic cardiovascular state, with congestive cardiac failure refractory to treatment with digoxin and diuretics, in a patient with polymyositis. At necropsy the heart was microscopically normal and excess catecholamines released by degenerating muscle were postulated as the cause of the hyperkinetic state. Lynch (1971) reported the development of complete heart block in a patient three years after the onset of the first symptoms of polymyositis. Treatment with corticosteroids and the implantation of a cardiac pacemaker produced only temporary benefit, and the patient died suddenJy shortly afterwards. Detailed necropsy studies revealed replacement fibrosis of cardiac muscle fibres in both ventricles, no abnormality in the atrioventricular node, but some fibrosis in both the bundle of His and its two major branches.
In our patient heart block was first noted four years from the onset of muscle weakness, though the electrocardiogram one year previously had indicated the onset of conduction disturbance. 
